Introduction
Cardiovascular diseases (CVD) are a focus of attention for public health policies in Brazil, as they represent the leading cause of death in both sexes in our country (1) .
Strategies of health education, professional training and preventive measures have been implemented since the increase in these events among women aged less than 55 years. Nevertheless, measures to reduce cardiovascular damage need to move forward, as the cause of the disease remains unknown, while several risk factors may contribute to its occurrence.
In women, the following aggravating factors for CVD could be highlighted: gestational hypertension, preeclampsia (PE) and eclampsia, diabetes mellitus, and obesity (2) . In this sense, the American Heart Association guidelines consider PE to be a major complication of pregnancy associated with cardiovascular risk (3) .
Preeclampsia is a systemic disorder identified
by the presence of hypertension and proteinuria after 20 weeks of pregnancy (4) , with an incidence of approximately 10% of pregnancies (5) . It is considered to be an extremely serious complication for the pregnancy-childbirth cycle, by corroborating with the occurrence of metabolic after-effects in the shortand long-term, causing an increased cardiovascular risk. Based on these outcomes, PE is identified as an independent and relevant risk factor for CVD (6) .
Thus, one may recommend the promotion of clinical and subclinical assessments during the postpartum period, with measures of health education and stimulus for lifestyle changes among women affected by PE (7) .
Likewise, a systematic follow-up is required, as well as the identification and monitoring of cardiovascular risk factors by health professionals involved in primary health care (PHC), in order to reduce morbidity and mortality of CVD in this population (3) .
For the accomplishment of this comprehensive care, PHC services should be easily accessible and available to the population. Otherwise, the demand for care may be delayed, affecting the diagnosis and the implementation of the necessary actions to address this health problem. Thus, accessibility is one of the most important characteristics of PHC, directly related to its effectiveness, transcending the geographical dimension and including economic, cultural and organizational aspects of care delivery (8) .
It is noteworthy to note that after the Family Health Strategy (FHS) implementation, an increase in access and equity offered to the population was observed (8) .
However, health services still do not seem prepared to recognize women with a history of PE as being vulnerable to CVD. These users are embedded in a care context that places them on the same level as any other woman from the general population. Usually, care is fragmented, punctual, and occurs through self-referral, which does not always reflect the needs of the population. Despite this fact, it is necessary for the Unified Health System and health professionals to possess the required competencies to conduct reasonable interventions, thus promoting improved quality of life and minimizing diseases and disorders based on risk factors (9) .
Bearing in mind the associations of PE with the long-term occurrence of CVD and the findings on the importance of early diagnosis and identification of risk factors of these diseases in the pre-partum period, the presented facts impose the need of conducting prospective studies to better comprehend the follow-up of this population in PHC settings (10) .
In this sense, this study is relevant from an epidemiological perspective, and its findings may provide information to managers and health professionals on the real condition of the cardiovascular risk of women who had PE, in order to drive effectiveness of health policies for systematic follow-up during the late postpartum period.
Faced with this problem, we raised the following question: What are the cardiovascular risk factors in women with a history of PE five years ago? Are these women being followed up in PHC services?
Given these questions, the study aimed to identify women with cardiovascular risk factors, five years after a preeclampsic event (PE), and assess the follow-up in PHC services of these women.
Methods
An exploratory and descriptive study with a quantitative approach was conducted in the University and number of deliveries.
The instrument was based on documents of experts in high-risk pregnancy studies and on publications about the promotion of long-term care in women with cardiovascular risk (3) (4) . We guaranteed the credibility of collected data through the validation of instrument content and form, which was conducted in two stages:
first the content was judged by a group of five experts in obstetrics and in high risk pregnancies, who evaluated the questionnaire items as comprehensive, representative and easy to understand for the study subject. Later, we conducted instrument pre-testing with 13 women who were not part of the survey, representing 10% of the selected sample. There was no identified need for modifications to suit the purpose of the investigation. 
Results
The two studied groups of women shared similar social and demographic characteristics. Silva MLC, Galvão ACAA, Souza NL, Azevedo GD, Jerônimo SMB, Araújo ACPF. 
Discussion
This research, which aimed to assess the followup of women with a history of PE, corroborated other studies that showed the close relationship of this disease with metabolic alterations and cardiovascular risk from a long-term perspective (13) . The BMI among the PE group was significantly higher than in women with a history of normal pregnancy. These data were consistent with similar studies that also found increased BMI in women with previous PE (5, 14) .
A higher rate of cesarean delivery among women with previous PE when compared with women who had normal pregnancies was consistent with results from a previous study that showed a higher percentage of cesarean delivery in women affected by hypertension in pregnancy (15) . However, the American College of
Obstetrics and Gynecology recommends vaginal delivery
for woman with PE, due to maternal benefits, greater likelihood of success with induction, and a decreased risk of bleeding complications (4) . Rev. Latino-Am. Enfermagem 2014 Jan.-Feb.;22(1):93-9.
findings of cardiovascular events in the participants with PE differed from previous studies, which recorded the occurrence of CVD occurring about 10 years after the PE episode (6, 16) .
The higher prevalence of family history of CVD among women affected by PE when compared with the normotensive women suggests that cardiovascular risk factors were often related to genetic predisposition and environmental factors (17) . However, authors restated that, independent of traditional CVD risk factors, including family history, hypertensive disorders during pregnancy may increase CVD occurrence over time (18) .
Regarding the follow-up of women with PE investigated in this study, it was found that despite being a vulnerable group for the development of CVD, and being covered by the Family Health Strategy teams with the availability of a reference health unit in the neighborhood, this action was not being performed due to constraints in women's access to these services. This might be related to the disintegration of health care networks and the breach of Unifed Health System principles (19) .
International guidelines recommend a routine control and annual reassessment of blood pressure (BP) of women affected by PE (3) . However, both groups reported that they had not their BP monitored. Similar studies have shown BP monitoring frequency in women with PE lasting for a maximum period of three months after delivery, which contributed to increased cardiovascular risk (20) .
The data also showed that the previous history of PE was not relevant in determining a differentiated service when comparing the PE group to normotensive patients.
This circumstance could be minimized if PHC services organization provided adequate physical infrastructure and inputs for appropriate follow-up. Furthermore, a competent interdisciplinary team committed to the development of actions in at risk populations is needed, aiming to address preventable diseases and monitoring the current health events (8) .
Another important aspect in which there was no distinction between PE and normotensive groups was the poor knowledge about cardiovascular risk factors.
Although they have been informed during pregnancy about their hypertension status, women were apparently not advised about the possible consequences of the disease and the need for follow-up and lifestyle changes, such as healthy eating, physical activity, regular BP control, among others. It is also considered that the lack of knowledge corroborated to the irregular seeking of care among women with previous PE.
Thus, the interdisciplinary team should prioritize health education targeted to this specific population during pregnancy and delivery, and also at the time of hospital discharge, with a consistent approach for the socioeconomic and educational context of patients.
In this perspective, the nurse, as a key element in the care process, acts in identifying the risks of illness and preventing injuries. Therefore, one needs to review his/her clinical practice to organize care in a comprehensive manner, focusing on the uniqueness and autonomy of patients (21) .
Conclusions
The findings indicated that women with a family This study was limited by the difficulties in locating the study subjects due to frequent changes of address and telephone numbers, which did not allow further expansion of the sample size. It is necessary to conduct new studies to investigate the functioning and integration of health care services for women in pregnancy and puerperium, especially those with a cardiovascular risk, to design strategies for quality women's health care and outcome improvement, and also to support the findings of this study.
